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The purpose of this study was to compare the 
bulimics' and non-bulimics' perception of their family 
environment in terms of cohesion and adaptability. A 
quasi-experimental design, using bulimics in an eating 
disorder clinic at Decatur Hospital and non-bulimics 
attending Clark Atlanta University School of Social 
Work. The data were collected by completion of a 
self-report scale design to measure the individual's 
perception of their family environment. The instrument 
utilized was the Family Adaptability and Cohesion 
Evaluation Scale (Faces III), which was designed by Dr. 
David Olson in 1979. The data were analyzed using 
descriptive statistics and are reported in terms of 
frequency distribution and percentages. The t-test was 
employed to compare the means of the two groups being 
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bulimic and non-bulimic. The hypotheses proposed that 
there was no significant difference between the 
bulimics' and non-bulimics' adaptability and cohesion 
scores. The t-test analysis for testing the 
differences between the bulimics and non-bulimics 
showed for cohesion, mean = 38.3 (non-bul1imic), 24.3 
(bulimic), t-value = 5.53, df = 28, p = 0.000, for 
adaptability, mean = 24.3 (non-bulimic), 21.86 
(bulimic), t-value = 1.24, df = 28, p. = 0.226. The 
level of significance was set at 0.01. 
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This comparative study was designed to examine 
those factors which have contributed to the bulimics’ 
and non-bulimics' perception of their family 
environment. 
As a researcher, my interest in the topic 
initially was rather benign. As this researcher 
struggled to comprehend this complex disorder, it 
became increasingly clear that there was a very limited 
amount of social work literature available on the 
topic. 
Yet, bulimia has received a great deal of 
attention in recent years due to an apparent increase 
in the numbers of young adult females afflicted by this 
eating disorder. 
It seems clear that eating disorders have been 
present in our society for many years. A few authors 
have suggested that since 1975, there has been a 
growing public and professional awareness along with an 
increased prevalence of eating disorders (Garner & 
Garfinkel, 1985). There is considerable consensus that 
eating disorders are characterized by a preoccupation 
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with food where the eating takes on a compulsive 
quality. Additionally, some attempt has been made to 
understand how organic and psychological factors are 
influential in the formation of eating disorders 
(Stuart & Orr, 1987). 
Eating disorders are classified in three 
categories : 
(1) Anorexia Nervosa 
(2) Obesity 
(3) Bulimia 
Strober (1986) notes that anorexia nervosa is 
probably multifactoria 1 in causation. [Anorexia nervosa 
is a pathological loss of appetite and self-inflicted 
starvation (Garner & Garfinkel, 1985).] It has been 
viewed conceptually as a psychobiologically regressive 
state in which starvation - induced changes in 
metabolic activity, reproductive drive, and physical 
appearance help sustain an avoidance of deeply rooted 
maturational problems (e.g., incomplete individuation 
from family, unstable self-esteem, deficits in 
autonomy) that the teenager has come to experience as 
insurmountable and that she now construes in terms of 
body shape. Certainly the relevance of these 
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characteristics to the problem of anorexia nervosa 
should be known to the practicing social worker. 
Bray (1986) looks at obesity. Obesity is a 
condition in which the energy stores of the body 
(mainly fat) are excessively large. It is regarded by 
many as a behavioral problem, stemming principally from 
disorder eating habits. It should be noted that the 
search for psychological, social, and environmental 
variables related to overeating continues, and many 
questions remain unanswered. Obesity is not a 
homogeneous disorder, and even the same types of 
obesity may be multiple determined. Such distinctions 
are crucial for social work practitioners to 
understand. 
Bulimia, the third category of eating disorders, 
is the focus of this comparative study. The recent 
emergence of bulimia as a well-defined and prevalent 
syndrome has led to much speculation and investigation 
regarding its etiology (Brownell & Foregyt, 1986). 
Schwartz, Barrett, Saba (1985) contend that 
bulimia is more than a set of eating disorders. They 
believe that bulimia is a rigid, extreme pattern of 
thinking, feeling, and relating to others - a 
self-image and a life orientation that develops in 
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certain family and socio-cultural contexts at many 
different levels. 
There is evidence to suggest that in recent years 
there has been an increase in the number of young white 
upper middle class women impacted by this disorder. 
There is also a large gap in the literature on the 
prevalence of this disorder in African-American young 
women. Hsu (1987) offers the explanation that 
African-Americans with eating disorders rarely come to 
the attention of the health care system. However, the 
lack of research and clinical reports about bulimia in 
African-Americans makes this explanation tenuous. 
Young women who eventually become bulimic may be 
particularly vulnerable to social pressures toward 
thinness due to a tendency to be slightly heavier than 
their years. 
Bulimia is often viewed as a family problem. It 
is, therefore, very surprising to find that little 
direct attention has been given to the understanding of 
this disorder in social work literature. Family 
relationships and dynamics have been mentioned in many 
articles on eating disorders in the field of 
psychology, medicine and psychiatry, but only a few 
social work researchers have studied this topic from a 
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family perspective. Consequently, in order to obtain a 
picture of what contributes to an apparent increase in 
the number of women afflicted by this disorder, it has 
been necessary for this researcher to pool bits and 
pieces of information from articles in other fields of 
study. There is a need for a more systematic social 
work examination of the characteristics of bulimics and 
their families. 
Swift (1984) notes that bulimia is a disorder 
characterized by recurrent episodes of binge eating 
during which there is a rapid consumption of a large 
amount of high caloric foods. Rosen and Leitenberg 
(1984) view vomiting as the key component that 
reinforces binge eating through anxiety reduction. 
In 1980, the syndrome bulimia was designated as a 
distinct diagnostic entity in the DSM III. Our 
knowledge as social workers of those predisposing 
factors, etiology, complexity of interplay between 
disturbed physiology and disturbed psychology is still 
scant. Hence, social workers are placed in the 
situation of being called upon to treat a large number 
of adolescent and young adult females with bulimia with 
very little training in this area and very limited 
literature to turn to for direction. 
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Statement of the Problem 
In recent years, the prevalence and incidence of 
bulimia among adolescent and young adult females has 
become identified as a serious health and social 
problem. This concern has drawn together general 
medical, psychiatry, psychology and a few social work 
practitioners to address what on the surface appears to 
be the individual's problem. Bulimia is a signal that 
the environment is not meeting the individual's needs. 
Social workers need to distinguish bulimia from 
other emotionally based eating disorders. They need to 
have an understanding of the general issues involved in 
the function of bulimia. The behavioral, psychological 
and physiological symptoms are more than a problem with 
food or self-esteem, and the problems in most cases are 
not simply individual problems. They are reinforced by 
the culture in which we live and in which families are 
formed. 
The social work practitioner working with 
individuals and families with bulimia must have an 
understanding of the ways in which these three factors 
1) the individual, 2) the cultural, and 3) the family 
interact to create a context for the individual's 
development of bulimia. It is essential that social 
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work practitioners have an understanding of the 
convergence of pressures exerted by society and by the 
family. Surprisingly, little has been written about 
these influences by social work practitioners working 
with families with eating disorders. 
The systemic, developmental, family life cycles 
issues associated with bulimia are not well documented. 
Since they are a salient factor in the development of 
the disorder, systemic issues must be understood if we 
as social workers are to formulate appropriate 
treatment strategies with this population. It is the 
intent of this study to examine the family approach to 
bulimia by comparing the bulimics' and non-bulimics' 
perception of their family environment by using the 
Family Adaptability and Cohesion Evaluation Scale. 
Significance/Purpose of the Study 
The lack of social work literature on bulimic 
families is due to several factors. The primary reason 
perhaps is that bulimia has only been recognized as a 
disorder separate from anorexia nervosa since 1980. 
Also that treatment is often instigated when the 
individual with bulimia is older, either because the 
onset of bulimia is at a later age, or because it is a 
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behavior that is concealed and acknowledged only when 
the individual is in her twenties or older. 
There has, however, been major work done in the 
field on the development of psychosomatic disorders, 
particularly anorexia. Researchers have postulated 
that there were certain family interactions which were 
related to the development of bulimia. Minuchin 
(1978), Palazzoli (1978) have offered 
conceptualizations of the development and maintenance 
of psychosomatic symptoms, including eating disorders, 
that focus on the dysfunctional family system. 
Schwartz (1984) reported that the five characteristics 
that Minuchin describes are present in bulimic families 
and added three more: isolation, consciousness of 
appearance, and a special meaning attached to food and 
eating. 
Garfinkel and Garner (1982) note that bulimia is 
multidetermined; that a number of factors must converge 
in order for the symptom of bulimia to surface. It is 
further believed that bulimia represents a more 
advanced maturational state in which the adolescent and 
family have difficulty negotiating movement from 
adolescence into young adulthood and independence. 
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Bulimia most often occurs when the individual is 
around 18, a time of emancipation and launching. 
The purpose of this study is to address the 
multidetermined patterns of family dynamics in the 
illness process among young adult females who are 
bulimic. Also to study the qualities of adaptability 
and cohesion on bulimics' and non-bulimics' perception 
of family environment. The social work practitioner 
needs to appreciate these multidetermined patterns both 
for assessment and for treatment purposes. 
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CHAPTER TWO 
REVIEW OF LITERATURE 
This literature review incorporates a systems 
perspective of the problem of bulimia. This 
perspective will provide a framework for understanding 
and explicating some of the confusion that arises from 
this order. 
The review of the literature provides: (1) a 
historical overview; (2) relevant characteristics and 
parameters of the bulimic eating pattern; (3) 
conceptualization of bulimic symptoms; and (4) family 
characteristics of the non-bulimic. 
Agras and Bachman (1986) suggest that 
epidemiologic knowledge of bulimia is limited given the 
confusion over its diagnostic criteria and the 
occurrence of bulimic symptoms in anorexia nervosa, 
obesity, and in individuals with no weight disorders. 
Russell (1979) coined the term bulimia nervosa to 
distinguish the pattern of overeating followed by 
vomiting or purgative use from that of severe weight 
loss produced by starvation as seen in anorexia 
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nervosa. This morbid fear of becoming fat 
characterizes both of these eating disorders. Russell 
(1979) also notes the Binswanger's case history, 
published in 1944, as the first we 11-documented 
description of the bulimia syndrome occurring in 
conjunction with anorexia nervosa. 
With the adoption of the DSM-III criteria, bulimia 
is now recognized as a distinct syndrome. In recent 
years, there has been according to Casper (1983) an 
increasing effort by the professional therapeutic 
community to cope with the growing incidence of eating 
disorders among young people. 
The DSM-III (1980), criteria for bulimia requires 
a history of weekly binge-purge eating behavior. The 
bulimic episodes are not due to anorexia nervosa or any 
known physical disorder. 
Research investigators note that ten percent of 
the bulimics reported laxative use and self-induced 
vomiting. In another recent study, Cooper and Fairburn 
(1983) found that 21% of women attending a family 
planning clinic reported binge eating episodes, 2.9% 
reported using vomiting to control weight, and 4.9% 
reported using laxatives. 
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The bulimic syndrome consists of powerful, 
intractable urges to overeat, binge eating, avoidance 
of the "fattening" effects of food by inducing 
vomiting, abusing purgatives, exercising, starving, or 
some combination, and a psychological disorder 
characterized by a morbid fear of becoming fat. The 
young women whose presenting problem is bulimia may 
offer a tremendous challenge to the social work 
profession. The clinical presentation most often is a 
young educated, verbally apt white female who expresses 
significant distress and the self-awareness typically 
associated with the motivation to benefit from 
treatment. Johnson, Stuckey et al. (1982) have 
emphasized that this disorder is notoriously difficult 
to treat. 
Bulimia presents a medical and psychosocial crisis 
of great complexity for the social work profession. 
Given the dearth of professional social work literature 
addressing women and their unique concerns regarding 
bulimia, the information presented in this review of 
the literature is offered as a guide for social 
workers. A brief discussion of the relevant 
characteristics and parameters of the bulimic eating 
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pattern are essential for a full understanding of the 
emotional impact of this syndrome. 
Relevant Characteristics and Parameters of the Bulimic 
Eating Pattern 
As bulimia is currently a popular topic of study, 
there has been a considerable amount of research on the 
bulimics' characteristics. Johnson et al. (1982) of 
the Eating Disorder Project at the Michael Reese 
Medical Center reported the findings of a comprehensive 
survey of 316 individuals who fit the diagnostic 
criteria for bulimia. As a result of this study, 
Johnson et al. depicted the demographic variables. An 
estimated 90-95% of all those suffering from bulimia 
were females. Incidence was highest among Caucasian, 
middle to upper-middle class, well educated women in 
their early twenties. These individuals were most 
often in the average weight range but perceived 
themselves as being overweight. 
These findings received additional support from an 
investigation conducted by Lacy (1982), in which the 
individual with bulimia emerged as someone who is: 
female, Caucasian, well-educated, and upwardly mobile. 
In contrast to these studies, Hsu (1987) found 
that there is an increased prevalence of eating 
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disorders in African-Americans. He noted that an 
interplay of biological and sociocultural factors could 
best account for this increased prevalence. The lack 
of literature is due in part to the fact that African 
Americans with eating disorders rarely come to the 
attention of the health care system. 
Futher research examining the psychosocial 
characteristics of bulimics indicate that these women 
were highly adaptive to the demands and expectations of 
others and appeared to maintain a deficient sense of 
self-sufficiency and self-control (Johnson & Larson, 
1982). Garfinkel et al. (1980) suggested that bulimic 
females in comparison with anorexics maintained a 
persistent sense of being out of control. This sense 
of being out of control was manifested in impulsive 
related problems ranging from stealing to suicidal 
gestures. Compulsive shoplifting was seen in one third 
of the bulimic patients in Pope and Hudson's study 
(1984). They reported that 47 out of their first 136 
bulimic subjects had made at least one major suicide 
attempt during their lifetime. Another characteristic 
of the bulimic was that they experienced more 
depression and low self-esteem than asymptomatic women. 
Pope et al. (1983) reported that major depression was 
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found to be the single most common psychiatric disorder 
(66%) associated with bulimia. 
Although eating disorder researchers have offered 
a complex description of the bulimic's symptoms, these 
researchers have not provided a coherent theoretical 
framework for treating the disorder. Toward this end, 
physiological, psychodynamic, behavioral, 
sociocultural, and familial oriented theorists have 
examined and conceptualized the bulimic syndrome. 
Conceptualization of Bulimic Symptoms 
Physiological Models 
Although the physiological mechanisms for hunger 
and eating behavior have not yet been precisely 
established, biological explanations for bulimia have 
been attempted. 
Cauwels (1983) suggested that bulimia could be the 
biochemical response to certain foods, including 
carbohydrates which speed up the synthesis of 
serotonin. The binge may reflect a need for more 
serotonin. Wurtman et al. (1984) treated bulimics with 
fenfluramin, which releases serotoninuints to the 
brain. Carbohydrate consumption decreased without 
affecting other aspects of the appetite. 
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Another biological explanation for bulimia is the 
endorphin theory (Cauwels, 1983). It suggests that a 
dieter becomes addicted to the increased release of the 
naturally occurring painkillers, endorphin. When the 
diet stops, the endorphin level decreases and the 
person becomes depressed. To counteract the 
depression, the person becomes addicted to food which, 
in this case acts like an antidepressant. The vomiting 
could serve as an endorphin release trigger. 
Other researchers suggest that bulimic behavior 
resulted from malfunction of hypothalamus (Rau & Green, 
1975; Wermulth, Davis, Hollister & Stunkard, 1977). 
These authors reported that some compulsive eaters 
manifested abnormally high amplitude with a periodic 
discharge in EEG patterns. It was unclear, however, 
whether the dysarrythmias specifically affected 
appetitive signals in the hypothalamus. Furthermore, 
not all bulimics have been shown to have abnormal EEGs. 
Jimerson (1985) suggested that certain biological 
factors are linked to clinical depression and may 
contribute to the development of bulimia. This was 
supported by Russell's (1979) study of 30 female 
bulimic patients whose most prominent feature of their 
disorder was depression and a preoccupation with eating 
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and weight. Other researchers have concurred that 
persons with bulimia tend to: (a) exhibit depressed 
affect, (b) report depressed mood, and (c) respond to 
objective psychological test as if clinically 
depressed. 
In general, causal relationships between 
physiological mechanisms and bulimic eating behavior 
have been difficult to establish. It is possible, for 
example, that abnormal EEG discharges or depressive 
symptoms are consequences, rather than antecedents of 
bulimia (Brownell & Foreyt, 1986). Physiological 
theories fail to explain the fact that some individuals 
adapt through normal se 1f-management, while others 
acquire extreme and disturbed eating patterns such as 
bulimia. Such explanations for adaptive versus 
maladaptive patterns of individuals have been explained 
by psychological theory. 
Psychodynamic Models 
Bruch (1975), and Baskind-Ladahl (1978) have 
adhered to the analytic model by emphasizing the 
internalized early familial crisis associated with the 
development of eating disorders. These psychodynamic 
oriented psychotherapists have attempted to describe 
the etiology as the arrest of transitional object 
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development at its earliest stage. Further noting that 
the narcissistic individual is fixated on its own body 
at the expense of reacting to others. Eating becomes a 
way to regain a "fleeting experience of the mother". 
The psychodynamic model will provide a 
practitioner with an explanation of bulimia that deals 
with this syndrome from the position of an 
over-attachment to mother as the underlying cause of 
bulimic behavior. This theory is based on the belief 
that critical conflicts in early life contribute to 
later problems. Pope and Hudson (1984) assert that 
there is little scientific evidence to link early life 
conflicts to the development of bulimia. They believe 
overwhelmingly in the behaviorist view on the etiology 
of bulimia. 
Behavioral Models 
From the viewpoint of behavioral theorists, 
bulimia is considered a learned behavior for dealing 
with stress and emotional problems. The binge eating 
is triggered by stressful antecedent events. Negative 
feelings of deprivation, depression, anxiety, anger, 
and relationship problems involving loss and rejection 
stimulate the urge to binge; binge eating momentarily 
reduces these stresses (Garner & Garfinkel, 1985). 
19 
This model views bulimia as a learned maladaptive 
response pattern reinforced by society's socialization 
of the female (Baskind-White & White, 1983). When you 
examine this perspective significant elements of 
sociocultural view emerge. 
Sociocultural Models 
Societal factors appear to contribute in part for 
excessive dietary restraint among young women. An 
analysis of data from the National Health Survey shows 
that females express the desire to be thinner more 
frequently than males and that the higher the social 
class the greater the percentage of females wishing to 
be thinner (Lewis & Johnson, 1985). These observations 
further suggest that social influences lead to 
excessive dietary restraint in a proportion to the 
female population. 
Several investigators have speculated about some 
common characteristics in the sociocultural model 
(Garner & Garfinkel, 1978; Schwartz, Thompson & 
Johnson, 1982). The suggestion is that the selective 
increase of bulimia among young women stems from an 
emphasis on thinness and role destablization. The 
accomplishment of thinness has become a very highly 
valued achievement that secures respect and envy among 
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women in this culture (Brownell & Foreyt, 1986). A 
research survey indicated that half of all American 
women between 24 and 54 years old diet, and 76% of 
these dieters do so for cosmetic, not health reasons 
(Schwartz et al., 1982). Conversely, Wooley and Wooley 
(1979) reviewed numerous studies documenting the stigma 
that obesity plays in the lives of young women. They 
assert the absence of weight control leads to social 
discrimination, isolation and low self-esteem. Garner 
and his colleagues (1983) suggest that one could 
speculate that the destablization of gender role norms 
would be particularly unsettling for a group who are 
already predisposed to affective instability. 
One theory about the etiology of bulimia is that 
many females feel excessive pressure to be as thin as 
some "ideal” perceived in magazines and on television 
(Farley, 1986). This perspective is supported if one 
looks at magazines from 1900 to 1983 that there is 
increasing pressure on young women to be thinner 
(Brownell & Foreyt, 1986). 
The literature is not clear concerning the 
sociocultural factors that cause bulimia, yet it is 
evident that symptoms of bulimia are reinforced by the 
culture in which these lives are formed. It is 
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speculated that family environment among bulimic 
individuals increase rather than decrease risk of 
impairment. 
Familial Models 
Despite these family environment limitations a 
consensus is projected by (Johnson & Flach, 1985; 
Palazzoli, 1974) that the family environment by bulimic 
individuals can be characterized as disengaged, 
chaotic, highly conflicted, and neglectful. These 
researchers further suggest these family patterns of 
communication are deficient in problem solving skills, 
non-supportive of independent behavior and have higher 
achievement expectations. Often these family patterns 
result in the bulimic individual feeling disorganized, 
disconnected, insecure and anxious. Given this 
scenario the risk for developing bulimia is greater for 
persons who are struggling with both a biological 
vulnerably to affective instability and who are living 
in an unstable family environment. 
It is certain that familial factors are 
influential in either the creation or maintenance of 
bulimia (Humphrey, 1986). Family theorist have only 
recently examined the familial contributions to the 
etiology and maintenance of bulimia. Basically, there 
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are three explanations for this lack of research in the 
literature. The primary reason is that bulimia has 
caught the general attention of psychiatrist and 
psychologist only since the 1980s. This lack of 
literature could be attributed to the attitude of the 
bulimics who tend to hide their disorder from the 
outside world. The absence of the consideration of the 
family context in the literature may also be explained 
by the higher average age of most bulimics and that 
therefore many no longer live at home or are already 
married (Schwartz et al., 1985; Vandereycken et al, 
1989) . 
The principle family theorist addressing the 
etiology of eating disorders appear to be in the area 
of psychosomatic disorders particularly anorexia 
nervosa. Family system theorists have seldom 
specifically discussed the problem of bulimia, yet they 
have contributed with a framework which can be applied 
to bulimia. Minuchin et al.(1978) formulated a model 
which hypothesized that the anorexic's psychologically 
and physically regressive state preserves harmony and 
closeness within the family. The anorexic individual 
accomplishes this task by diverting attention away from 
the parents' vulnerabilities and marital strains. 
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The interactions of families with bulimic members 
have been studied in relation to one identified patient 
with bulimia. The interaction patterns of enmeshment, 
overprotectiveness, rigidity, lack of conflict 
resolution, and involvement of the individual within 
the parental conflict are believed by Schwartz, 
Barrett, and Saba (1985) to apply equally to bulimic 
families. In addition to these five previously 
identified "psychosomatic family" criteria, Schwartz et 
al.(1985) included isolation, hyperconsciousness of 
appearances and special meaning attached to food as 
familial characteristics. Bulimic symptoms can be 
viewed as tension - relieving or avoidant behavior in 
an individual living in a family. 
Direct investigation of the bulimic family 
interaction is a neglected area. However, there have 
been several recent studies that used self-report 
indices to compare perceived family relationships among 
bulimic family members with those of normal control 
subjects. Three such studies found replicated 
differences between bulimics and normal control 
subjects on the Family Environment Scale (Moos & Moos, 
1980) and on the Family Adaptability and Cohesion 
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Evaluation Scale (Oison, Bell, & Portner, 1978). Both 
Johnson and Flack (1985) and Ordman and Kirschenbaum 
(1986) found that bulimics perceived their families as 
less cohesive, expressive, and active in recreation and 
as more conflictual when compared with the perceptions 
of normal women. Using the same measures, Humphrey 
(1986) found the bulimic - anorexic family members 
perceived their relationship as less involved and 
supportive and as more isolated, conflictual, 
understructured, and detached than did control 
subj ect s. 
To date there are few laboratory studies of family 
interaction in bulimia. But one such study was 
conducted by Humphrey (1987) where he compared the 
families of bulimic anorexics with normal control 
families. The finding indicated that parents of 
bulimics were shown to use double-bind communication. 
Families of bulimics were less helpful, trusting, and 
nurturing toward each other. 
Investigations of family interaction in bulimia 
have also examined familial differences between 
clinical subtypes (anorexia). This work has added 
greatly to the understanding of how familial factors 
shape the phenomenology of eating disorders. 
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Additional studies have compared perceptions of the 
family environment (Garner, Garfinkel & O'Shaughnessey, 
1985; Humphrey, 1986; Kog, Vertommen & DeGroote, 1986; 
Strober, 1981) or have observed family interaction 
(Humphrey, 1986) in the bulimic and restricting 
subtypes of eating disorders. The results of these 
studies indicated that the intrafamilial environment of 
bulimic and bulimic anorexics is more hostile, 
conflictual, isolative, depriving and disorganized; and 
is less nurturant, supportive, and understanding than 
the family environments of restricting anorexics. 
Reviewing the familial factors, it is evident that 
the family environment to which bulimic individuals are 
exposed is characterized by enmeshment, poor conflict 
resolution, emotional overinvolvement or detachment and 
a lack of affection and empathy. 
Family Characteristics of Non-Bulimics 
Several prominent theorist have examined the 
bulimics' and non-bulimics' perception of their family 
environment. The bulimics' perception of her family 
environment, according to the literature, is 
characterized by enmeshment, poor conflict resolution, 
emotional overinvolvement or detachment and lack of 
affection and empathy. There is a dearth of social 
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work literature on the non-bulimics' perception of her 
family environment. What does the literature say about 
the non-bulimics' perception of her family environment? 
The non-bulimic, the controlled group in this study, 
are believed to be from healthy functional families. 
The concepts of healthy functional families cannot be 
defined simply. Dysfunctional families have received 
more attention from researches than functional 
families. Recently, however, clinicians, family 
therapists and researchers have taken an increased 
interest in the question of how functional and 
dysfunctional families differ (Simon, Stierlin & Wynne, 
1985) . 
Families which are functional can present 
dysfunctional behavior but that does not make them a 
dysfunctional family unless the behavior becomes 
problematic for one of its members. A functional 
family is distinguished by the ability of individuals 
to experience and balance the extremes of being 
independent from and connected to their families 
(Olson, 1978). According to Olson (1978), members of 
the family have the freedom to be more alone or 
connected to each other as they wish, however they 
seldom remain at either extreme for long periods of 
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time. If they do, this can cause the family to become 
dysfunctional. In most bulimic families, they usually 
remain at the extreme either drastically disengaged, 
chaotically enmeshed, rigidly enmeshed or rigidly 
disengaged. 
The review of the literature indicates that 
bulimia is a complex syndrome which must be approached 
from a multidimensional perspective. Biological, 
psychodynamics, behavioral, sociocultural and familial 
factors all play a significant role in the development 
and maintenance of this eating disorder. One model or 
theory alone can not explain the etiology of bulimia. 
Bulimia represents a common cluster of symptoms for a 
heterogeneous population, primarily young women who 
range along a developmental continuum of personality 
adjustment thus many different levels of research 
studies have been discussed from the spectrum of 
bulimic and non-bulimic persons (Johnson, Tobin, & 
Steinberg, 1989). 
Overview of the Major Theoretical Orientations 
The conceptual models that will be utilized in 
explaining the variations in dependent variables 
relative to the independent variables will consist of: 
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(1) Family Systems Theory, (2) Systems Theory, (3) 
Olson's Circumplex Model. 
The family is an open system that functions in 
relationship to its broader socio-cultura1 context and 
that evolves over the life cycle (Walsh, 1982). In 
family systems theory the focus is on the quality of 
the relationship between family members. Therefore^ 
family member's symptomatic behavior is seen as 
embedded in a dysfunctional interaction pattern. A 
change in one relationship produces changes in the 
entire system. Dysfunction within a family can be 
viewed as a homeostatic regulator, restoring family 
stability by expressing and deflecting tension Walsh 
(1982). No single family member is the sole victim of 
pathology or recipient of treatment; the family is 
treated as a unit, therefore the focus remains the 
family system. Family systems theory is one theoretical 
model of how groups of individuals may relate together. 
Systems theory is used to describe treatment of 
any groups who live, work or engage in some activity 
together. Systems theory provides the best way of 
understanding and describing how family groups function 
as entities, rather than as collections of individuals. 
Systems are made up of subsystems and themselves are 
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parts of suprasystems. This is what delineates it from 
its environment. Systems theory will be used and 
referred to in this research. 
Olson (1979) described the Circumplex Model of 
Marital and Family as strongly committed to the systems 
outlook. The systems theory has provided a central 
underlying base for many of the formulations within 
this model. The Circumplex Model for the assessment of 
families identifies two dimensions of family behavior: 
cohesion and adaptability. Cohesion is a measure of 
the emotional bonding between family members, on the 
one hand, and the degree of individual autonomy 
experienced by individuals in the family. Family 
adaptability is a measure of how far the family permits 
change and how far it is characterized by stability. 
After being assessed families are rated on the two 
axes, cohesion and family adaptability. 
Family Systems theory, Systems theory and Olson's 
Circumplex Model are thus distinct but related topics. 
During this research all system approaches will be 
mentioned. 
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Definition of Terms 
Cohesion - in family assessment, the dimension of 
cohesion reflects the manner in which 
closeness/distance, as well as 
centripetal/centrifugal patterns, are balanced during 
the family life cycle (Simon, Stierlin, & Wynne, 1985). 
Adaptability - the ability of a system, for example, an 
individual or family, to survive and maintain its 
coherence under changeable internal and external 
conditions. (Simon et al., 1985). 
Eating disorder - characterized by gross disturbances 
in eating behavior, it includes anorexia nervosa, 
bulimia, and obesity. 
Bulimia - an eating disorder which is characterized by 
binge eating as well as by self induced vomiting and/or 
laxative abuse (Brownell & Foreyt, 1986). 
Bulimic - a person who fits the DSM-III-R criteria for 
bulimia. 
Non-Bulimic - a person who does not fit the DSM-III-R 
criteria for bulimia. 
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Family or origin - the family of which a person was 
raised whether united by blood or adoption. 
Family environment - involves the circumstances and 
social climate conditions within families. 
Perception of Family - how a person sees his/her family 
members. 
Functional family - a functional family will have 
moderate cohesion and adaptability on both scales. 
Dysfunctional family - a dysfunctional family will have 
very high or low levels of adaptability and cohesion. 
Statement of the Hypotheses 
Based upon the literature which addresses the 
issue of the bulimic's family environment the following 
null hypothesis was formulated for this study: 
Null hypothesis: There is no significant difference 
between the bulimics' and 






The purpose of this research was to compare 
patterns of family dynamics in bulimics and 
non-bulimics. The focus of this study was on qualities 
of adaptability and cohesion. This study employs the 
quasi-experimental design which is appropriate for data 
which was not obtained from random sampling procedures. 
The subjects were compared in terms of the experimental 
groups' (bulimics) and controlled groups' 
(non-bulimics) perception of their family environment. 
Sampling 
The sampling technique used in this study was 
convenience sampling. It makes no pretense of being 
representative of a population, rather it allows the 
researcher to use subjects as they are presented 
(Leedy, 1989). The subjects for this study were 
fifteen women with bulimia who are currently in 
treatment for the disorder. The women came from 
Decatur Hospital Eating Disorder Unit in Atlanta, 
Georgia. A control group, which consisted of fifteen 
women who were enrolled in Clark Atlanta University 
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School of Social Work, was also included in the 
studies. 
The members of both the experimental and control 
groups were at least 18 years of age. Differences in 
age and race were not controlled due to the method of 
sampling. All subjects had had some education. All 
questionnaires were anonymous as no names were 
requested. 
Data Collection Procedures/Instrumentât ion 
Both groups completed a self-report scale designed 
to measure the individual's perception of their family 
environment. The instrument utilized was the Family 
Adaptability and Cohesion Evaluation Scale (Faces 
III). This scale was designed by Olson (1979) to 
assess the two major dimensions on the Circumplex 
Model, i.e., family cohesion and family adaptability. 
The Circumplex Model enables an individual to classify 
families into 16 specific types or three more general 
types, i.e., balanced, mid-range, and extreme. 
Reliability and validity studies have been done to 
increase the scientific rigor of the scales (Olson, 
1985). Regarding validity, the correlation between 
cohesion and adaptability has been reduced to zero. 
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Studies which used Faces III demonstrated the 
ability of the scale to discriminate between 
non-problem and problem families in predicted 
directions. 
In addition to Faces III, general information 
about the subjects; i.e. current demographic data such 
as age, race, education, marital status, and family 
income was obtained. Finally, the last page of the 
questionnaire contains the questions used to indicate 
whether or not a person had bulimia. This information 
was used to divide the subjects into two groups, those 
with bulimia and those without the eating disorder (the 
control group). 
Data Analysis 
For the purpose of this study, the data were 
analyzed using descriptive statistics and were reported 
in terms of frequency and percentages. Other 
measurements employed were the t-test to compare the 
means of the two groups being bulimics and 
non-bulimics. The level of significance was set up at 




PRESENTATION OF RESULTS 
The data collected in the study provided a profile 
of 30 subjects who participated in the self 
administered questionnaire. The hypothesis will be 
presented so that the reader will have some 
interpretation of the major findings. 
H^: There is no significant difference between 
the bulimics' and non-bulimics' adaptability 
and cohesion scores. 
For the purposes of explaining the results, 
non-bulimics will be identified as group one and 
bulimics will be identified as group two. To test the 
null hypothesis, the t-test was administered to 
determine if there is a significant difference between 
the scores. The results yields that for cohesion the 
mean for group one was 38.3 and for group two it was 
24.3, meaning the null hypothesis is rejected and there 
is a significant difference between the bulimics' and 
non-bulimics' cohesion scores. The estimated pooled 
variance of T value was 5.53, with df=28 (See Table 1). 
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Table 1 
Bulimic and Non-Buiimic Cohesion Scores 
T-Test 
Variable Cases Mean T-Value DF Prob. 
Group 1 15 38.3 5.53* 28 0.000 
Group 2 15 24.3 
* p < .01 
The results yields that for adaptability the mean 
for group one was 24.3 and group two was 21.86, meaning 
that the null hypothesis is accepted and there is no 
significant difference between the bulimics' and 
non-bulimics' adaptability scores. The estimated 
pooled variance of T value was 1.24, with df=28 (See 
Table 2). 
Table 2 
Bulimic and Non-Bulimic Adaptability Scores 
Variable Cases 
T-Test 
Mean T-Value Df Prob. 
Group 1 15 24.3 1.24 28 0.226 
Group 2 15 21.86 
Demographic data from the findings included 
information from 30 bulimic and non-bulimic subjects. 
Of the 30 participants 2 (6.7 percent) were between the 
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ages 18-20, 16 (53.3 percent) were in the age group 
21-25, 7 (23.3 percent) were in the age group 26-30 and 
5 (16.7 percent) fell into the 31-35 age range. 
Of the 30 respondents 12 (40.0 percent) were Black 
and 18 (60.0 percent) were White. 
In the area of education 5 (16.7 percent) 
completed high school, 6 (20.0 percent) had some 
college, 1 (3.3 percent) were college graduates, and 18 
(60.0 percent) had post graduate degrees. 
For the demographic of marital status, 2 (6.7 
percent) were married/1iving together, 4 (13.3 percent) 
were divorced and 24 (80.0 percent) never been married. 
Income level data reflected 6 (20.0 percent) 
respondents total family income was under $10,000, 6 
(20.0 percent) $10,000-20,000, 6 (20.0 percent) 
$10,000-30,000, 3 (10 percent) $30,000-40,000, 3 (10.0 
percent) $40,000-50,000, and 6 (20.0 percent) with 
income ranging $50,000 and over. Tables 3-7 
summarizes demographic data. 
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Table 3 
Frequency and Percent 
Respondents by Age 
Age Frequency Percent 
18 - 20 2 6.7 
21 - 25 16 53.3 
26 - 30 7 23.3 
31 - 35 5 16.7 
Total 30 100.0 
Table 4 
Frequency and Percent 
Respondents by Race 
Race Frequency Percent 
Black 12 40.0 
Whi te 18 60.0 
Total 30 100.0 
Table 5 
Frequency and Percent 
Respondents by Education 
Education Frequency Percent 
High School 5 16.7 
Some college 6 20.0 
College Graduate 1 3.3 
Post Graduate 18 60.0 
Total 30 100.0 
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Table 6 
Frequency and Percent 
Respondents by Marital Status 
Marital Status Frequency Percent 
Married/Living Together 2 6.7 
Divorced 4 13.3 
Never been married 24 80.0 
Total 30 100.0 
Table 7 
Frequency and Percent 
Respondents by Total Family Income 
Total Family Income Frequency Percent 
Under 10k 6 20.0 
10k - 20k 6 20.0 
2 OK - 3 OK 6 20.0 
30k - 40k 3 10.0 
40k - 50k 3 10.0 
over 50k 6 20.0 
Total 30 100.0 
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CHAPTER FIVE 
SUMMARY AND CONCLUSIONS 
The results of this study are consistent with the 
studies which have examined the bulimics’ perception of 
their family environment. It was hypothesized that 
there was no significant differences between the 
bulimics' and non-bulimics' cohesion scores. This 
hypothesis was rejected and there was a significant 
difference. High family cohesion, enmeshment, 
indicates that there is an overidentification with the 
family which results in extreme bonding and limited 
individual autonomy. Low family cohesion, 
disengagement, is characterized by low bonding and high 
autonomy. Balanced family cohesion, 
separate-connectedness, indicates that the family is 
balanced in terms of emotional bonding, independence, 
boundaries, coalitions, time, space, friends, 
decision-making, interests and recreation. The family 
with balanced cohesion will deal more effectively with 
situational stress and developmental change. 
Overall the non-bulimic subjects have balanced 
cohesion scores. The bulimics' cohesion scores were 
low which is consistent with the literature which 
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States that bulimics' perceive their families as 
disengaged with low connectedness or rigid boundaries 
(Johnson & Flach, 1985; Ordman & Kirschenbaum, 1986). 
It was also hypothesized that there was no 
significant difference between the bulimics' and 
non-bulimics' adaptability scores. This hypothesis was 
accepted. The respondents' scores for adaptability 
ranged from low to high with no significant difference 
between the two groups. 
According to Olson et al. (1979), the cohesion 
scores and adaptability scores can be combined to 
provide family system types: open, random, and closed. 
This study indicated that there were no bulimic open 
family systems. Twenty percent (20%) of the 
non-bulimics' scores suggested an open family system 
(see appendix). An open system is distinguished by the 
ability of individuals to experience and balance the 
extremes of being independent from and connected to 
their families (Olsen et al., 1979). The bulimics' 
scores for cohesion and adaptability indicated that 
they had more closed family system types than the 
non-bulimics. Families in a closed system can be 
described by the extremes of family cohesion and 
adaptability (Olson et al., 1979). 
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Limitations of the Study 
It is tempting to interpret these findings as 
indicative of a familial etiology for bulimia. This 
researcher cannot exclude the possibility, however, 
that these perceptions of a dysfunctional family 
environment may be at least in part of consequence 
rather than a cause of bulimia. Also, self reports of 
perceived relationships may reflect only part of the 
actual behavior within a familial relationship. The 
third limitation is that it was not determined if any 
of the non-bulimics' family members were in treatment 
for any psychiatric disorder which could affect their 
scores on both cohesion and adaptability. 
Suggested Research Directions 
Based on the findings future studies should 
include : 
1. Longitudinal and comparative methods that will 
enable social workers to untangle the causal chain 
of bulimia. 
2. A range of objective self-report and observational 
instruments for measuring the components of family 
interaction within different settings to establish 
the generality and concurrent validity. 
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3. A comparative analysis which indicates whether 
there is a significant difference between the 
bulimics' and non-bulimics' 16 family types. 
4. A comparative study which compared all the 
etiological factors in the causation and or 
maintenance of bulimia. 
In summary, bulimia is a etio1ogically complex 
syndrome and a narrow focus on certain variables to the 
exclusion of others are limiting. A closer 
collaboration between the family, society, and biology 
will be needed if we are to gain further insights into 
this baffling and life-threatening disorder. Looney et 
al. (1980) cautioned that a myopic focus on any single 
model can lead to the unfortunate situation in which 
treatment unit becomes a self-contained microcosm. 
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CHAPTER SIX 
IMPLICATIONS FOR SOCIAL WORK PRACTICE 
Since the incidence of bulimia is increasing, a 
better understanding of the disorder is needed by 
social workers. Social workers should seek 
opportunities to educate the public and other 
misinformed social workers about this disorder. 
Education is a form of prevention. 
Problems are not linear rather there are multiple 
causes. It is our obligation to become familiar with 
the different ideological factors and to understand how 
all factors impact the bulimics environment. 
Many professions come from the disease model which 
looks for the problem within the individual. 
Social Workers view problems as lacks in the 
environment or as dysfunctional transactions between 
systems, as adaptive strategies, or an results of 
interrupted growth and development (Hartman & Laird, 
1983). 
We take an ecological perspective which allows us 
to look at all systems which impact our clients. 
The person-in-environment perspective is needed 
when treating the bulimic. The bulimic is an 
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individual who interacts with many systems and any one 
of the systems (biological, sociocultural or familial) 
could have caused or maintained this disorder. The 
causation of bulimia is multidetermined. The effort to 
locate one cure is not the approach of a social worker. 
Rather, a feedback model of change is initiated in 
which interventions are made and tested through the 
continued monitoring of the system's response (Hartman 
& Laird, 1983). 
In conclusion, the systems perspective looks at 
the person-in-situation and how they relate to the 
environment. Bulimia which is a complex disorder that 
is determined and maintained by many factors requires 
this system's perspective for assessment and 
intervention. It is the role of the social worker to 
base our treatment on this framework. What social 
workers bring to therapy is different from other 
helping professions. We tend to be holistic in our 
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DEMOGRAPHIC CHARACTERISTICS 





  LESS THAN HIGH SCHOOL GRADUATE 
  HIGH SCHOOL GRADUATE 
  AT LEAST SOME COLLEGE 
  COLLEGE GRADUATE 
  POST GRADUATE 
MARITAL STATUS 
  MARRIED/LIVING TOGETHER 
  SEPARATED 
  WIDOWED 
  DIVORCED 
  NEVER BEEN MARRIED 
TOTAL FAMILY INCOME 
  UNDER $10,000 
  $10,000 - $20,000 
   $20,000 - $30,000 
  $30,000 - $40,000 
  $40,000 - $50,000 
  OVER $50,000 
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PERCEPTION OF FAMILY ENVIRONMENT 
Please use the following scale to answer both sets of 
questions. 
1 = ALMOST NEVER 
2 = ONCE IN A WHILE 
3 = SOMETIMES 
4 = FREQUENTLY 
5 = ALMOST ALWAYS 
Describe your family of origin: 
  1. Family members ask each other for help. 
 2. In solving problems, the children's 
suggestions are followed. 
  3. We approve of each other's friends. 
 4. Children have a say in their discipline. 
  5. We like to do things with just our immediate 
family. 
  6. Different persons act as leaders in our 
family. 
  7. Family members feel closer to other family 
members than to peoples outside of the family 
  8. Our family changes its way of handling tasks. 
 9. Family members like to spend free time with 
each other. 
 10. Parent(s) and children discuss punishment 
together. 
 11. Family members feel very close to each other. 
 12. The children make the decisions in our 
family. 
 13. When our family gets together for activities, 
everybody is present. 
 14. Rules change in our family. 
 15. We can easily think of things to do together 
as a family. 
 16. We shift household responsibilities from 
person to person. 
 17. Family members consult other family members 





It is hard to identify 
family. 
Family togetherness is 
It is hard to tell who 
chores. 
the leader(s) in our 
very important, 
does which household 
EATING BEHAVIOR 
Have you ever had episodes of binge eating, (rapid 
consumption of a large amount of food in a 
discrete period of time, usually less than 2 
hours)? Yes  No  
During binges do you tend to eat high caloric, 
easily ingested foods? Yes  No  
Do you try to be inconspicuous during these 
episodes so that others will not notice your 
eating? Yes  No  
Do your binges ever continue without stopping 
until you experience abdominal pain, sleep, social 
interruptions and/or vomiting? Yes  No  
Have you ever used laxatives, self-induced 
vomiting, or diuretics in order to lose weight? 
Yes  No  
Have you ever experienced weight fluctuations of 
greater than 10 pounds due to alternating binges 
and fasts? Yes No 
Do you consider your binges as an abnormal pattern 
of eating? Yes  No  
Do you generally feel depressed or down on 
yourself after a binge? Yes  No  




School of Social Work 
223 James P. Brawley Drive, SW 
Atlanta, Georgia 30314-4391 
(404) 653-8458 
March 1, 1990 
Mr. Rick Nelson 
Program Administrator 
Decatur Hospital 
450 North Candler Street 
Decatur, Georgia 
Dear Mr. Nelson: 
As part of my research program at the Clark Atlanta 
University School of Social Work, I am collecting 
information from women diagnosed as having Bulimia as 
part of my research project. 
The purpose of this research is to investigate their 
patterns of family dynamics. 
I am requesting your permission to administer a 
questionnaire to women diagnosed with Bulimia 18 years 
and older at Decatur Hospital's Eating Disorders 
Program. Confidentiality and anonymity will be 
assured. All the questionnaires will be destroyed when 
the study is completed. 
I hope that you will be willing t 
Participation is this project is 
You are welcome to ask questions 
and the Hospital's participation 
contact me at 299-6566. 
o help in my project, 
entirely voluntary, 
regarding the study 
in it. You may 
Respectfully submitted, 
Sala A. Imara-Bello 
Clark Atlanta University 
Graduate Student 
60 
February 9, 1990 
Dr. David H. Olson 
Family Social Science 
University of Minnesota 
290 McNeal Hall 
1985 Buford Avenue 
St. Paul, MN 55108 
Dear Dr. Olson: 
I am a graduate student in the School of Social Work at 
Clark Atlanta University. I would like permission to 
use your Family Adaptability and Cohesion Evaluation 
Scale (FACES-1II) in my research with bulimic persons. 
Please send me a copy of your scale with scoring 
instruct ions. 
Let me know if there are any fees or other conditions 
attached to its use. Thank you for your time and 
considérât ion. 
Sincerely yours, 
Sala Imara Bello 
4550 Orkney Lane, SW 
Telephone 
* Atlanta, Georgia 
404/344-4966 
30331 
